Objective: The aim of this study is identified the degree of Burnout Syndrome (BOS) and find out its correlation with years of recidency and sociodemograpfic chareacteristics, training, sleeping habits, such as smoking and alcohol consumption.
Introduction
The term 'burnout syndrome' was first used to define a three-dimensional condition characterized by emotional exhaustion, depersonalization and reduced personal accomplishment among volunteer health workers. Emotional exhaustion describes the feelings of being tired by one's work and excessively exhausted, depersonalization, loss of ideals related to work, feelings of personal ineffectiveness, depression, low morale, avoidance of relationships with others, inability to cope with pressure and poor sense of self. Today, burnout syndrome is known to be a major problem among health care workers.
Significant studies that have been conducted for many years show that the risk of burnout is higher in health professions, including doctors, nurses and dentists, as well as in teachers and in people who interact directly with people at their work, compared to other professions (1) . The study of burnout syndrome, which closely affects the lives of health workers and doctors, is important to address this problem. In this study, we aimed to determine the levels of burnout in resident physicians, considering the duration of their work as residents, and to evaluate the relationship between burnout syndrome and variables such as socio-demographic features, education, sleeping habits, smoking and alcohol consumption. This study is a preliminary study for the determination of a problem.
Methods
The population of the study, for which ethical approval was obtained from the Ethics Committee of Clinical Research in the Okmeydanı Education and Research Hospital under the Turkish Ministry of Health, included first-, second-, third-, fourth-and fifth-year (n=127) resident physicians working at our hospital (because the number of fifth-year resident physicians was low, they were considered to be final year residents together with fourth-year residents). In the questionnaire administered for evaluation, the Maslach Burnout Inventory (MBI) was used along with an information form containing questions regarding the socio-demographic features and occupational information of the resident physicians (Table 1) . The MBI assesses the sub-scales of emotional exhaustion (EE, 9 items), personal accomplishment (PA, 8 items) and depersonalization (DP, 5 items) (total: 22 items). The validity and reliability of the MBI in Turkish were studied by Ergin (2) . When the MBI was adapted to Turkish, the 7-point choices in the original scale were changed to 5-point choices (0=Nev-er, 1=Rarely, 2=Sometimes, 3=Often, 4=Always). While EE and DP are scored as mentioned above, the opposite scores are used for PA (never=4, always=0). When these scores are added, the total score is between 0 and -36 for EE, between 0 and -20 for DP and between 0 and -32 for PA. While the sub-scales of EE and DP consist of negative expressions, the PA sub-dimension consists of positive expressions. Increased High EE and DP scores indicate excessive burnout; however, a high PA score indicates a low burnout level. The Cronbach's alpha coefficients of the sub-scales are 0.83 for EE, 0.72 for PA and 0.65 for DP.
Reliability Analysis of the MBI: Cronbach's Alpha Coefficient (Alpha Technique):
The alpha coefficient is a weighted standard average variance that is calculated as the proportion of the total variances of k items in the general variance. Cronbach's alpha coefficient reveals the similarity of items in cases in which individual scores are obtained by adding the responses given to questions in a scale including k items. It is used to investigate whether k items in the scale constitute a whole explanation of a homogeneous structure.
The e alpha coefficient is evaluated according to the following criteria:
If 0.0≤ a <0.40, the scale is unreliable.
If 0.40≤ a <0.60, the scale is poorly reliable.
If 0.60≤ a <0.80, the scale is quite reliable.
If 0.80≤ a <1.00, the scale is highly reliable.
The alpha coefficient (Cronbach's alpha) was used to test the reliability of the scales. Data obtained from 127 participants were used in the analyses. Moreover, to determine the extent of the effects of the questions on the alpha coefficient, the value 'Alpha Coefficient if Item Deleted' was calculated. These values show the internal consistency of the remaining variables if any one variable is deleted. A reliability value α=0.873 was obtained from the evaluation of the internal consistency of the MBI ( Table 2 ). The effects of the items informing the factor of reliability are presented in Table 3 . Cronbach's Alpha value for the MBI was found to be at an excellent level, and the scale was evaluated to be highly reliable. For the whole scale and the sub-dimensions, Cronbach's Alpha internal consistency value was 0.912 for the sub-dimension of EE, 0.692 for the sub-dimension of DP and 0.646 for the sub-dimension of PA (Table 3) .
Statistical Analysis
Data were statistically analysed using NCSS (Number Cruncher Statistical System) 2007 software (Kaysville, Utah, USA). While analysing the data of the study, in addition to descriptive statistical methods (mean, standard deviation, median, frequency, ratio, minimum and maximum), Student's t-test for the paired comparison of normally distributed variables and the Mann-Whitney U test for the paired comparison of non-normally distributed variables were used to compare quantitative data. For comparison of three or more groups that displayed normal distribution, one-way ANOVA was used. Tukey's HSD test was employed to determine the group that led to the difference. In contrast, for the comparison of three and more non-normally distributed groups, the Kruskal-Wallis test was used. The Mann-Whitney U-test was used to determine the group that led to the difference. Pearson correlation analysis and Spearman correlation analysis were employed to evaluate the relationships between the variables. Significance was evaluated at the levels of p<0.01 and p<0.05.
Results
The study was conducted on a total of 127 resident physicians, including 44.1% (n=56) males and 55.9% (n=71) females, at the Okmeydanı Education and Research Hospital under the Turkish Ministry of Health. The ages of the participants varied from 25 years to 43 years and the mean age was 28.01±2.41 years. It was observed that 83.5% of resident physicians in the study (n=106) did not have any children, 14.2% (n=18) had 1 child and 2.4% (n=3) had 2 children. 37.8% (n=48) of the participants had no hobbies, while 62.2% (n=79) had hobbies. It was found that while 25.3% (n=20) of the participants who had hobbies participated in their hobbies more than once a year, 48.1% (n=38) participated in their hobbies once a year and 26.6% (n=21) participated in their hobbies every two years and at longer intervals.
The weekly working hours of the resident physicians varied between 35 and 130 hours, and the mean working hour was found to be 74.65±15.64 hours. Of the participants, 7.9% (n=10) did not have monthly shift duties, 19.7% (n=25) had 5 and fewer shift duties in a month and 72.4% (n=92) had more than 5 shift duties in a month. 81.4% (n=83) of the residents stated that they took their last annual leave within the last year. In contrast, 18.6% (n=19) took their last annual leave one year ago or longer. The daily sleep time of the participants varied between 3 and 8 hours, and the mean daily sleep time was 5.73±0.89 hours. The monthly incomes of the resident physicians were found to be between 2384 Turkish lira (TL) and 7000 TL, and the mean monthly income was 5352.63±861.85 TL (Table 4) .
To evaluate the relationship between the three sub-dimensions of the MBI, Pearson correlation analysis was performed; the results are presented in Table 5 . The relationships between EE and DP (r=0.578) and between EE and PA (r=0.436) were positive and highly significant (p<0.01). There was a positive and statistically significant relationship between DP and PA (r=0.415) (p<0.01, Table 5 ).
Regarding the duration of residency, a statistically significant difference was detected in the scores of the participants obtained from the MBI EE sub-dimension (p=0.040; p<0.05). According to the results of the Tukey HSD test, which was performed to determine the difference, the scores from the EE sub-dimension were significantly higher in second-year resident physicians than in fourth-year resident physicians (p=0.049; p<0.05). No significant difference was found between other groups of resident physicians (p>0.05). In terms of the duration of residency, a statistically significant difference was detected in the scores of the participants obtained from the MBI DP sub-dimension (p=0.044; p<0.05). According to the results of the Tukey HSD test, which was performed to determine the difference, the scores from the DP sub-dimension were significantly higher in second-year resident physicians than in third-and fourth-year resident physicians (p=0.032; p=0.021; p<0.05). There was no statis- Figure 1 ).
The participants' scores obtained from the EE, DP and PA sub-dimensions of the MBI did not display statistically significant differences according to age group, gender, having children, having hobbies, or the frequency of participating in hobbies (p>0.05, Table 7 ).
The scores obtained from the EE, DP and PA sub-dimensions of the MBI did not demonstrate statistically significant differences in terms of the participants' monthly shift duties, the time of taking their last annual leave, weekly working hours, daily sleep time, monthly income and duration of problems (p>0.05, Table 8 ).
Discussion
The term 'burnout,' which was first defined by Herbert Freudenberger in 1974, is described as 'a pathological condition characterized by mental and physical exhaustion caused by untreated stress in the workplace for a long time' (3). Its present definition was established by Maslach and Jackson (4) in 1981. Maslach defined burnout as a syndrome characterized by physical, emotional and intellectual exhaustion presenting with the development of poor self-esteem, chronic fatigue and feelings of helplessness and hopelessness. He divided burnout into three sub-dimensions: emotional exhaustion, depersonalization and reduced personal accomplishment (4).
Emotional exhaustion involves feeling burnout from one's work, feeling emotionally drained, or feeling overloaded. In depersonalization, the person treats people who he/she serves as if they were impersonal objects. Reduced personal accomplishment demonstrates that the person cannot cope with problems and feels incompetent (5-7).
The most important result of burnout is impaired quality and quantity of the given service; it also causes serious physical and mental problems in individuals (7). In our study, the scores of second-year resident physicians for the sub-dimensions of EE and DP were found to be significantly higher than those of third-and fourth-year resident physicians. This reaction, which is seen in new residents, can be explained by the fact that occupational commitment has yet not been formed (8) . No statistically significant difference was found between the scores of the participants from the PA sub-dimension in terms of the duration of residency.
The degree of feeling incompetent and unsuccessful is expected to increase as new resident physicians gain more experience. However, this was found to be the opposite in the fourth-and fifth-year resident physicians in our study. As the duration of residency increased, PA scores decreased. This result may be explained by the resident's being deprived of some status features, differences due to the importance of the job, or inability to accomplish career planning.
Ağaoğlu et al. stated that (9) 'individuals can lose their organizational commitment and competence due to excessive stress which they cannot cope with and, thus, they can have burnout.' Further studies are required on this subject. In a study by Moradi et al. (10) on 2509 participants, burnout syndrome was found in 44% of resident physicians in gynaecology and obstetrics; it was recommended that the work- ing conditions of the residents be improved. Similar findings were found among resident physicians working in the emergency unit, at a rate of 57.1%. Unwillingness to work may result from heavy workload, doing work not related to the participant's education and other problems (11). Dolunay et al. (6) found that burnout was more common among young people; they attributed this result to the fact that young workers had yet not gained the ability to cope with problems at work or that their occupational commitment yet had not been completed. They emphasized that teachers experienced increase success in parallel with age, which was an expected result considering that occupational experience and maturity increase with age. It was found that the second-year resident physicians in the study experienced burnout more often than the third-and-fourth year resident physicians; also, the variable of age displayed an inverse correlation with burnout. As the age of the resident physicians increases (in parallel with the duration of residency), the rates of emotional exhaustion and depersonalization decrease.
The level of burnout among plastic surgery resident physicians was found to be 25%, and it was reported that the risk was higher in the first years of education. Therefore, the risk of making medical mistakes would also be higher (12) . However, despite these findings, it was reported in the same study that 62.9% of the resident physicians were satisfied with their careers. Despite heavy weekly working hours, no relationship with burnout was observed. Increased awareness, frequent staff meetings and clearer career plans were recommended as solutions (12) .
Conclusion
It has been observed that burnout syndrome is more common in the first years of residency and is experienced independently of the residents' branches of medicine. To address the problem of burnout syndrome, it is necessary to determine a strategy, to plan it and to put it into practice. However, because the establishment of a strategy mostly depends on the decisions of the people who determine working conditions, it is clear that the problem cannot be solved with personal control techniques. Therefore, a permanent mechanism should be established for taking measures to restructure the work, to evaluate the work environment accurately and to address problems as soon as they appear. 
